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Ilanka Community Health Center

Native Village of Eyak
Discount Application Form

(All information is confidential)

Family Size/Household members: 

List your name and the name(s) of ALL people who live with you who are financially supported. (If pregnant-please count unborn child separately.)

	
	Name
	Relationship
	Sex
	  Age
	Birth Date

	1
	
	SELF
	M    F
	
	

	2
	
	
	M    F
	
	

	3
	
	
	M    F
	
	

	4
	
	
	M    F
	
	

	5
	
	
	M    F
	
	

	6
	
	
	M    F
	
	

	7
	
	
	M    F
	
	

	8
	
	
	M    F
	
	


(If you need more space, please continue on a separate page.)

Annual Household Income:

List all sources of income.  List the amount on the line called “Adjusted Gross Income” if a tax return is the source of information.  Provide copies of your tax return for documentation.  
	
	Name(s)
	Annual Income
	    Employer
	Documentation
    Provided

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	TOTAL HOUSEHOLD INCOME
	$
	
	


Are any household members considered seasonal workers?         ___ Yes
___No
If you have no income, how are you meeting your financial obligations?
Certification Statement:

I certify that the statements regarding the persons and income in my household are true and correct to the best of my knowledge.  I further understand if any information is found to be inaccurate, I may be denied a discount and/or subject to legal action for knowingly providing false information.  I agree to notify ICHC of all changes in income, address, living arrangements, number of household members, and/or other circumstances. 
I authorize all government agencies, employers, and any companies or agencies or persons listed herein to provide information about me to the Ilanka Community Health Center.  I also authorize ICHC to disclose this information to other healthcare providers as necessary to qualify me for affiliated discount programs.

I understand that the information given above will be kept confidential except for the purposes noted above and will not be released without my written permission.  I also understand that if I do not agree with any decision made concerning this application, I have the right to ask in writing for a review by the Health Director.

Signature:







Date:




Thank you for your assistance!

ICHC Use Only
VERIFICATION OF INFORMATION for SLIDING SCALE DISCOUNT

Patient Name(s):










Patient Account #(s):










The above patient provided documentation of family size and income on 


.  

Documentation provided:

______ Tax Return


______ Pay Stubs or Employer Verification

______ Other Payment Documents
______ Circumstance Verification


______________________

Patient is eligible for the following discount:


 Not Eligible



 60% discount (DIS60)


 20% discount (DIS20)
 
 80% discount (DIS80)


 40% discount
(DIS40)

 Full discount with nominal fee (NOMFE)

This information has been reviewed and verified by:








on





ICHC Employee Name




Date

Revised: May 2006
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